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CYCLIC SEX CHANGES
Examination by an endocrinologist and a psychiatrist was begun m a few days.
The patient was an extremely intelligent and articulate person, a member of Phi Beta Kappa with an A average in graduate school. He was 5 feet 7 inches in height, had fine features, fine eyebrows, scant beard, full scalp hair, no chest hair, a female pubic-hair pattern with slight growth of new hair over the lower abdomen and along the linea alba. His breasts were obese and prominent, with a slight amount of breast tissue bilaterally, they showed normal male areola. The penis, testes, and prostate were within normal adult ranges. The only other positive physical finding was bilateral deafness, primarily from a loss of bone conduction.
Effeminate mannerisms, though not exceptionally pronounced, were definite in speech and body movements, and especially in his gait. There was an air of dramatic self-presentation. He spoke with great intensity and concentration, eyeing the interviewer with suspicion and distrust. His dress was casual, like that of most students, and its only point of interest was that his sleeves were always rolled up to show his biceps.
At the time of puberty, about the age of 12, he had begun to feel more female than male and began to "switch back and forth." He would be male for 3 or 4 days and then female for 3 or 4 days. Alternation had been extremely regular. The period of transition would last for 3 or 4 hours, during which he became very restless and tense. His mother described one occasion, when he switched from the female to male phase, in the following words: "Thursday afternoon, when my son changed, his eyes became wide; his pupils dilated; he became extremely excitable and nervous; he was wringing his hands; he became very argumentative, very definite, not tolerant of any opposition."
The characteristics of the two phases, as evidenced from interview and observation, are listed below.
Female phase
Use of name "Evelyn Charles" Violent attraction to one male No attraction to women Great number of erections and amount of sexual drive Passive nature Depression sometimes Urge to "mother" children, pets Personality receptive to ideas, friends Householding preoccupations, e g , cooking, cleaning Artistic, creative, and subjective nature; concern with poetry, painting, nature walks, and listening to music Higher voice Mincing gait Slower growth of beard The above material is confirmed by the patient's parents or his roommate, except the item about the growth of his beard. The patient's roommate described the phases in these words: "I can tell when [Paul] 'goes across'; his total attitude changes, the way he walks; his voice gets higher, he starts to sweep, to mop, to clean out the tub. On the feminine side, he is highly excitable; he is very sensitive to disturbing stimuli; his voice gets higher and higher. Ordinarily, he is a LIEFf7>4i.
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biting, sarcastic sort of person. On the feminine side, he is not as alert; his responses are not as sharp."
During the first interview, the patient related that one of the reasons for his seeking help had been the spread of rumors around school and the fraternity house that he was a homosexual. This had caused him to ask his roommate to take him to a brothel. However in the course of interviews he revealed that great anxiety about increasing sexual feelings for his roommate had been the cause of his seeking therapy.
His past history is outlined below.
Birth. Normal delivery, after normal pregnancy. It is especially worthy of note that, in the year prior to treatment, he had noted recession in size of his large breasts, growth of more hair over the lower abdomen and pubic region in a masculine pattern, and increased growth of his beard, necessitating more frequent shaving. There had been a decrease in his body fat and an increase in muscular development and strength. His voice had deepened and he thought that he had adopted more masculine attitudes and mannerisms. He had certainly been making a conscious effort to become more masculine. Nevertheless, he had not developed any heterosexual interests, though he was increasingly concerned over his interest in males.
Birth-6 weeks
His family history revealed no mental or other significant illness, except for recently discovered diabetes in his father.
Family Relationships
The patient's mother is small, friendly, intense, excitable, and articulate. She was greatly concerned for her son and probably overprotective. She said, "(Paul) has been shut in, spending two-thirds of his life indoors because he has been sick so much." Her enthusiastic way of talking about her son's sexuality, of describ-ing his difference in potency in the two phases, suggested to the interviewer that his mother was unusually close and probably seductive. His father was direct, outspoken, concerned, and baffled. In the past, he had been both protective-giving the patient as an infant many of the 4 or 5 enemas he needed each night, and holding him on his chest until the baby fell asleep-and punitive. The patient said, "My father resented my existence for some years after my birth because I was continuously ill and I deprived him of mother, of his playmate. Father almost left her." When asked when he learned this, he said that he had just been told this over the Easter vacation, when he was talking intimately with his parents. He continued:
I did sense some hostility from my father at an early age. I was a strange child; and, of course, I provoked opposition from him. I was beyond his experience. My father tried to be a father and play the role of father, to play this togetherness junk, I would have nothing to do with it. I was shy, sick, reclusive. . . . When I refused to follow orders, Father would strike me; he would strap me over the buttocks; he would even strike me in the face. It made me a bitter child. I was very restless and difficult to control. Once, he took me into the garage and beat me for being restless. I couldn't understand why he was doing it. My hostility grew dunng high school and continued well up into my first year in college. One time, he beat me while I was in bed. I was a sophomore in high school, I hit him back. Usually, I would be sullen and quiet and not speak to him for a time; this time, I struck back.
The patient learned quickly to control his family. He learned that he could manipulate them easily, and would either do this or ignore them entirely. He stated:
I read a great deal as a child. I was way ahead of my contemporaries. I ignored the parental talk about the immediate situation, small talk; I would be thinking of Yoga or politics and so forth. My parents would get irritated by this and they would attack me, and then I would attack them back. I would be very resentful for a few days after the fights with Father. Most of the time, I ignored his existence, as I did that of my brother. My brother and I have never gotten along; I am in a different world, we have nothing in common. I was always resentful toward my father, but I knew this was not what he wanted. He was far more typical than I was; I was not able to be typical. He always felt that I was a total failure because of my reaction. Mother was more of a companion, we had something in common; even there, it was not too much; but I could talk to her in a way I couldn't to Father. She would intervene between Father and myself to head off many quarrels. It turned out that everything in the family seemed to revolve around me. I didn't really contrive to have it this way; I was really in a world of my own I didn't mean to dominate them, but I did. In my world, I studied medieval Yoga in India or the history of ancient China or which mushrooms in Arkansas were poisonous. I had a diverse, omniverous intellectual appetite.
Psychopathology
The patient has a "collecting mania." He collects shrunken heads-(and also shrinks animal heads himself). He has collected hundreds of dead birds, which he keeps in the freezer. He keeps ". . . every letter, every stuffed toy, scrapbooks of leaves." He collects Indian bones, peacock feathers, Aztec pottery, Italian terra cotta, carved marble pieces, pictures, baskets, dead fish and butterflies, and wooden boxes. He said, "My security is in things, not in people, especially in old things with an aura of permanency."
The patient also described behavior recently reported by Almansi 3 : "When I go sunbathing with the guys at the beach, I have a compulsion to draw eyes around my roommate's nipples with a red pencil. A few times in the past, I have drawn a face on my own torso." He drew a sketch as an example of this ( Fig. 1 ). Almansi relates this type of compulsion to scoptophilia, and describes 3 patients whose strong "scoptophilia was indissolubly linked with early visual sensitization due PSYCHOSOMATIC MEDICINE to feelings of oral deprivation and object loss" (p. 69). Only 8 instances of this behavior have been reported in the psychiatric literature, and this is the only one in which the male torso is equated with the face.
Indicative of his scoptophilic-exhibitionistic drives is the emphasis he places on eyes in his poetry. He said "I have thousands of eyes in my poems." An example of such a poem follows. In his associations the eyes possibly represented his parents' eyes, startled at the true figure revealed to them. He said, "It's frightening to have this stripped away. I feel completely denuded and revealed to the world after so many years." It is of interest that in this poem all the animals are represented as being in pairs, FIG. 1. Patient's sketch as example of face he had drawn on his torso.
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with the exception of one animal, representing ". . . an individual form of life which will die out when that particular creature is snuffed out"-this is his feeling about himself. It indicates his grandiose sense of uniqueness.
Psychological Test Findings
Some of the significant findings on the Rorschach are a rather marked feminine, passive identification, deep-rooted insecurity, and a basic wish to lean upon someone perceived as stronger than himself. This was described as being difficult for him because he is essentially a very secretive and isolated person who cannot easily trust others. The grandiose quality of many of his test responses implied an attempt at solution of this problem. One of his basic problems is seen as repressed rage and, with it, fantasies of vast power and undisputed control of others. His confusion about his sexual role was evident.
Abstracting the long psychological report is inadequate to present the evidence on which the psychologist (M.P.B.) came to the conclusion that the test data were those of an ". . . unusually bright and talented, intellectually intact, paranoid schizophrenic." The most definite traits indicative of such a diagnosis were secretiveness, extreme autism, and grandiosity. The psychologist's conclusions were based on the administration of the-HouseTree-Person Drawings, the Rappaport Word Association Test, the Rorschach, the Rotter Incomplete Sentences Test, and the Minnesota Multiphasic Personality Inventory.
Results of neurological examination were normal, as was the electroencephalogram.
Laboratory Studies
The 17-ketosteroids (Fig. 2) were low throughout April. There was no differ- ence in 17K-S excretion noted in specimens collected on "female" and "male" days. No determinations were made in May. In June, there was a marked increase in urinary 17-ketosteroids associated with continued androgenic maturation, increased muscle development, increased growth of beard and body hair, and a rise in 24-hour urinary creatinine excretion. The rise in urinary 17-ketosteroids was associated with a cessation of the cyclic alternation of sexual phases.
Assays of follicle stimulating hormone (FSH) in April were generally below normal, being less than 6.6 mouse uterine units in 2 specimens, and greater than 6.6 but less than 26.4 U. in one. The buccal smear for the determination of sex chromosomes was chromatin negative or the "male" type. 4 This finding, combined with the low assay of the follicle stimulating hormone, fairly conclusively rules out a primary testicular hypogonadism or Klinefelter's syndrome, and suggests a hypogonadatrophic etiology for the depressed 17-KS levels.
A urinary estrogen assay in April 1960 was very low for an adult male. The skull X-ray showed a normal sella turcica and no suprasellar calcification. In December 1960, an assay of the interstitial cell stimulating hormone (ICSH) was positive (immature hypophysectomized male ratventral prostate weight method); an FSH assay was greater than 13.2 U./24 hr. and a second determination of urinary estrogens showed normal adult male levels m association with the normal 17-KS values.
In
Course During Therapy
The patient was showing definite signs of somatic masculinization prior to treatment. His anxiety about his homoerotic impulses towards his roommate led him to confess to his parents and to his roommate. This was the first time that his parents had known anything about his problem. In a letter to us, the patient's mother said, "The first hint of this dual life we had ever received was written March 20." This was within a few days of his seeking medical help. (Actually, his parents knew nothing about his sexual problems prior to his disclosure to them. This indicates that they were making extensive use of denial. Even though the patient had lived away from home most of the time in recent years, his effeminate mannerisms would have been evident to almost anyone. ) The revelation of his difficulties to the psychiatrist, as well as to his parents and roommate, led him to say, "I am rapidly letting all of this out after a reticence of almost 20 years." Apparently, he knew that he was different at the age of 4.
As can be seen in Fig. 3 , the switching stopped after the third session, on April 22. In that session, he related a recurrent dream in which he is sitting beside an open grave holding hands with the boy who was his lover. He associated to this by saying that he was trying to kill "this great obsession," that he wanted to kill part of himself, this feminine self, by associating death with homosexuality. A feminine phase the day before this session had lasted only 12 hours. Presumably, the confession itself, with attendant catharsis, was the most significant feature in the cessation of the rhythmic alternation of sexuality. In the fourth session, on April 27, there was an intense catharsis in which he cried for about 5 min. This was related to his acknowledging his need for affection from his father. In this session, he related another recurrent dream: "Father would die before I ever told him about myself." After this session, his switching stopped entirely, except for a brief flareup in the first few days of May, when he felt extremely masculine. During that time, he observed a compulsive urge to turn around and walk in the direction opposite to the way he was going. This lasted for 2 days. Following that, he became markedly aggressive and had the other traits found during the masculine phase. This lasted about 60 hours; then
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he returned to monophasic behavior, which has lasted for a year.
Seemingly significant insights developed during treatment were his recognition that he identified the roommate with his father, and that the "switching," or phasic alternation, was a defense against his homosexual drives.
In September 1960, he was developing frontal balding; his gynecomastia and excess body fat were gone, and he had more masculine features.
Follow-Up
In April 1961, the patient described a close attachment to a fellow student after his attachment to his roommate had ended. The relationship is completely platonic, without any physical contact: "It is an exaggerated concern for the welfare of the other person and a desire to be with him." He pours out things to the other person-gifts, loans, books, things tangible and intangible. There are sexual feelings, and he is not interested in anyone but this person, but he has a low sex drive and never attempts to put it into action. He masturbates at rare intervals. He has no interest in women.
He has been leading a very active social life-entertaining, giving dinner parties, and attending some kind of social function almost every night. Most of his friends are not "gay," although a few of them are bisexual.
When asked about his future sexual goals, he said, "If I cannot make a heterosexual adjustment, I'd like to make a homosexual one. Any adjustment is better than living alone." His "switching" has never returned. He is considerably more muscular than he was a year before. He has gained about 15 pounds. There was no doubt but that his primary sexual attraction was homoerotic, but there was very little drive behind it. He was attracted to virile men.
One might predict, on the basis of this follow-up interview, that he will eventually make a homosexual adjustment. He does not have the marked fear of this that he had before, which necessitated his interesting defense of switching and the somewhat paranoid mechanisms to deal with it. His paranoid attitudes and behavior have decreased a good deal during this past year. He no longer is interested in working for the government nor is he interested in the assumption of vast power over others. The writing of letters to congressmen and other important public officials, which had been a frequent occupation before, has ceased
Changes in MMPI Profiles
The initial Minnesota Multiphasic Personality Inventory Profile (Fig. 4) had clearly corroborated the protective test data' in suggesting extensive psychopathology. On the basis of this profile, the patient was best described as a paranoid schizophrenic with marked homoerotic interests and tendencies toward nonconformist behavior and rejection of conventional values and mores. Remaining clinical scales were also well above average, indicating other diffuse symptomatology including hypochondriacal preoccupation, somatization tendencies, obsessive compulsive trends, and perhaps abnormal fluctuations of mood.
The contrast between this profile and that obtained about 1 year later is an unusually dramatic one (Fig. 4) . The most striking change is the marked drop in paranoid attitudes and ideation. This is even more impressive when one considers that the patient was not decompensated at the time of original testing and that the change on the scale thus does not reflect the clearing up of florid delusions. The schizophrenia scale shows reduction to a point almost within normal limits. This is partly, but not wholly, accounted for in terms of decrease in paranoid ideation. The patient has apparently become much more conventional in his attitudes and less inclined to flaunt or disparage existing social mores. Without enumeration of the remaining changes, it is clear from the two profiles that he has shown a remarkable "across the board" improvement. It is interesting that the least change is seen in the MF or interest scale, suggesting that the feminine identification and homoerotic urges, while somewhat reduced, remain quite prominent. On the sole basis of these MMPI data, the diagnosis appears to have changed in a year's time from paranoid schizophrenia with homosexual and psychopathic tendencies to schizoid personality, or borderline schizophrenia, with homosexual tendencies.
An obvious question is whether these changes in MMPI scores might have been a function of the patient's attitude toward the tests, i.e. greater defensiveness or evasiveness the second time around. The identical scores on the K scale clearly rule out this explanation. This scale provides a measure of test-taking attitude and is quite sensitive to attempts on the part of the subject to answer questions in such a way as to appear in a better light. The somewhat elevated score suggests that he is more defensive than the average individual and is somewhat reluctant to acknowledge psychological weakness. The degree of defensiveness, however, apparently was unchanged from the first administration of the test to the second. For another illustration of psychological change, see his drawings of a tree (part of House-Tree-Person test) made during therapy and 1 year later (Fig. 5) .
Discussion
Rhythmic Sexual Alternation
Biologic rhythms have evoked increasing scientific interest in recent decades. 5 ' °V
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It is only half a century since Ellis pointed out the lack of curiosity about such rhythms: "Men have expended infinite ingenuity in establishing the remote rhythms of the solar system and the periodicity of the comet. They have disdained to trouble about the simpler task of proving or disproving the cycles of their own organisms" (Vol. I, Part I, p. 106). This has not been such a simple task. Richter points out the remarkable constancy of length of cycles for any one individual. He also suggests a close relationship between physical and emotional manifestations of periodicity, implying We are at a loss to explain periodic disease or periodicity in manic-depressive psychosis. An external source for biorhythms seems to be the dominant theory at present. But it is difficult to believe that the rotation of the earth, or variations in air pressure, or fluctuations in radio waves from outer space 7 -all current theories-can account for the remarkable periodicity in this patient or others demonstrating like constancy.
To be sure, in the present case, we have only the word of the patient for this periodicity, since he was able to hide his switching from his parents; only his roommate discovered the alternations prior to his confession, and the roommate's observations covered only about 6 months and were not precise. However, the authors know of no motivations that could account for the patient's lying about the length or constancy of his sexual rhythms.
We have no explanation for the cyclic alternation, and can find no record of a case like it. The closest is a case of Moll's referred to by Ellis: "a man, otherwise normal, . . . had attacks of homosexual feelings every four weeks" (p. 110). It is of interest that many authors refer to a 7-day cycle in a periodic disease and in other illnesses. Ellis states that Laylock, ". . . believes that the physiological cycle is made up of definite fractions and multiples of a period of seven days, especially of units of three-and-a-half days" (p. 108). Our patient followed such a rhythmic pattern of 3/2-4-day cycles for 11 years.
Psychophysiological Correlations
It is generally agreed by psychologists and psychiatrists that gonadal hormones do not determine the character of the sexual drive in adult human beings: "The reproductive hormones may intensify the drive, but they do not organize the behavior through which it finds expression" 8 (p. 236). The behavior is learned.
This does not mean that an endocrinological disturbance, particularly in males before puberty, plays no role in certain cases of abberant sexual behavior. This case, the writers believe, illustrates an interrelationship between the endocrine PSYCHOSOMATIC MEDICINE system and behavior. Although the precise relationship is obscure, the developmental pattern and the endocrinological data suggest an association between the derangement in normal development of androgenic characteristics and the homosexual pattern of adolescence and the homoerotic pattern of adult life.
In this type of case, we have the familiar "chicken and egg" situation-which comes first? Is this somatopsychic or psychosomatic? At 4 years of age, there was already an excessive amount of feminine role playing. Hereditary influences may have been very pertinent. His phenotype for schizophrenia, the possibly congenital deafness, and congenital albuminuria point to genie defects The endocrine disturbances are probably genie as well, but how can we rule out the possibility that developmental factors-such as the nightly enemas and the father's "mothering"-may have conditioned the patient and changed the pituitary-adrenal-gonadal relationships? There are, in this case, both psychologic and somatic factors tending to perpetuate a homosexual orientation.
In our view, the most likely hypothesis is that there was a predisposition to homosexuality reinforced by the life experiences as well as the endocrine dysfunctions. Somatic and gonadal growth were externally normal at the supposed beginning of puberty, at a somewhat early age. But, in all likelihood, there was incomplete development of Leydig cells and Leydig-cell activity, as well as androgenic hormone secretion, probably due to a disturbance in the pituitary secretion of gonadotrophic hormones. The deficiency in levels of male hormones served to perpetuate and probably accentuate the preexisting paths of effeminate childhood patterns and, in part, may have accounted for the feminine appearance and mannerisms, as well as the overt homosexuality in adolescence. In the absence of normal androgenic hormone secretion, the development of normal adult male psycho-VOL. XXIV, NO. 4, 1962 logical drives was aborted and the basic feminizing factors were enhanced. The low levels of estrogenic hormones associated with low urinary 17-ketosteroids suggests that male hormone deficiency during puberty and adolescence may be more important than low estrogenic hormone levels in affecting development and behavior adversely and favoring feminine orientation.
In early adulthood, 10 or 11 years after puberty, without medical intervention, a second puberty began. This was associated with increased secretion of pituitary gonadotrophic hormones, a gradual increase in male hormone production and the associated development of masculine physique, some decrease in feminizing characteristics and mannerisms, an awareness and concern over his femininity, and a desire to correct this abnormality. The change from cyclic alternation of sexual feelings and behavior to a monophasic pattern parallels the observed increase of gonadotrophin secretion and of male hormone production. This male maturation has occurred despite a parallel rise in estrogen production, probably of testicular origin. This association suggests that normal secretion of androgenic hormones may offset any effect of the estrogenic hormones on masculine psychological patterns and orientation.
These changes had started prior to treatment but perhaps were enhanced by the psychological effect of catharsis and emotional support from his parents and doctors. There was recognition (whether unconscious or conscious in the beginning is hard to say) that the alternation of sexual phases was no longer necessary as a defense against his homosexual urges. His recognition that his primary drive was dependent rather than orgastic may also have been significant.
The endocrinologic data suggest a derangement in the proper maturation and functioning of the central nervous system, affecting the hypothalamic-pituitary in-
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CYCLIC SEX CHANGES fluence upon gonadotrophic hormone secretion. It is impossible to know whether psychological conditioning influences in early childhood or a disturbance in the endocrine system, probably on a genie basis, was basically responsible for this unusual disorder. In any case, we have no clue for the alternating cyclic sexual behavior other than the teleological explanation that it served as a fairly adequate defense against a fully developed homosexual pattern of behavior. His preparanoid development is consistent with this explanation.
Summary
A young man, aged 23, began therapy after experiencing cyclic alternation of feeling and acting "male" and "female" for 11 years. Cessation of this periodicity, soon after initial therapy, was accompanied by a striking increase in excretion of urinary 17-ketosteroids.
No similar case has been found in the literature. The difference in attitudes and behavior in the two phases are described. The developmental and the endocrinological data suggest an association between a derangement in development of androgenic characteristics and the homosexual pattern of adolescence and homoerotic pattern of adult life. The deficiency of adequate levels of male hormones probably served to perpetuate and accentuate pre-existing effeminate childhood patterns.
In early adulthood, 10 or 11 years after puberty, without medical intervention, a second puberty began. This was associated with an increased secretion of pituitary gonadotrophic hormones, a gradual increase in male hormone production with associated development of masculine physique, some decrease in feminizing characteristics and mannerisms, an awareness of his femininity, and a desire to correct this abnormality. These changes were probably enhanced by psychotherapy. The possible psychophysiological bases for this unusual disorder are discussed.
Addendum
A follow-up interview, April 1962, seems to have established the subject's homosexual adjustment, as predicted. 
